
Recommendations for Glycemic Control

• Use a moderate inpatient glycemic control instead of a loose glycemic control on the 
medical/surgical units

• Aim for pre-prandial blood glucose less than 140 mg/dL and for random blood glucose levels 
less than 180 mg/dL 

• Implement a nurse-driven inpatient glycemic protocol to timely assess and address inpatient 
hyperglycemia in collaboration with healthcare practitioners

• Treat with prandial/correction insulin and basal insulin to prevent persistent hyperglycemia

• Continue patient’s outpatient regimen if there are no contraindications and blood glucose 
goals are reached 

• Create venues for regular education and training on glycemic control
Purpose

• To assist the healthcare professional in exploring the impact of hyperglycemia on 
patient’s recovery and to recommend evidence-based practice in the management of 
hyperglycemia on the general medical/surgical departments

Review of Literature

• Targher et al. (2017) studied patient outcomes in patients with heart failure 
with/without diabetes and found:
Ø Inpatient mortality was higher in patients with diabetes
Ø 1-year adverse clinical outcomes were higher in patients with diabetes
Ø Elevated blood glucose levels on admission were associated with increased 

inpatient mortality in diabetic and nondiabetic patients
Ø Diabetes as a comorbidity was associated with 1.16-fold increased risk of 1-year 

all cause mortality and 1.32-fold increased risk of rehospitalization.

• Showen, Russell, Young, Gupta and Gibbons (2017) studied hyperglycemia and 
surgical site infections in patients undergoing general and vascular surgeries and 
found:
Ø Hyperglycemia, BG > 180 mg/dL, was associated with increased rates of 

surgical site infections

• Leite et al. (2010) evaluated hyperglycemic management in relation to healthcare 
outcomes in hospitalized patients and found:
Ø Hyperglycemia, BG > 180 mg/dL, was associated with increased length of stay, 

more frequent ICU admissions and increased mortality
Ø Hyperglycemia was mostly addressed when levels were higher than 200 mg/dL
Ø Healthcare practitioners did not have a well designed algorithm to guide them in 

reaching adequate glycemic levels
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Background

• 23.1 million people diagnosed with diabetes in 2015; accounting for 7.2% of US 
population (CDC, 2018)

• Diabetes is a common comorbidity in adult hospitalized patients

• Persistent hyperglycemic states lead to microvascular and macrovascular 
complications

• Adequate inpatient glycemic control can prevent persistent hyperglycemic state 
and reduce diabetes associated complications

Inpatient 
Glycemic 
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Theoretical Framework

• Lewin’s Planned Change Theory includes three stages.

• In the unfreezing stage, nursing practice is evaluated, research findings are analyzed and there is 
an understanding that change in practice must occur. 

• In the moving stage, evidence based practice is initiated

• In the refreezing stage, evidence best practice is maintained 

The unfreezing stage

The moving stage

The refreezing stage
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Blood Glucose Level Prior 

to Meal 

Long Acting Insulin Glargine

140 or greater 1. a. For patient with discontinued oral anti-hyperglycemic 

agents on admission and not using long acting insulin prior 

to admission: request order from MD/DO/NP to start long 

acting insulin glargine 0.2 units/kg/day (0.2 units glargine x 

weight in kg). 

b. Request order from MD/DO/NP to continue patient’s 

home dose of long acting insulin if not continued already.

Consecutive blood glucose 

180 mg/dL or greater x 2 

(Advance long acting insulin 

at an interval of 2 days)

1. Request order from MD/DO/NP to advance long acting 

insulin glargine dose by 10% (number of units ordered of 

glargine x 10/100). 

400 and greater 1. Administer long acting insulin as per current order, notify MD 

for further orders, and recommend endocrinology consult.

Treat pre-prandial 

blood glucose level of  

140 mg/dL or greater

Rapid Acting Insulin Lispro

Less than 80 1. Hold scheduled rapid acting insulin to prevent hypoglycemia (BG < 80 mg/dL).

140 and greater 1. a.  Request order from MD/DO/NP for insulin lispro low dose correction sliding 

scale when outpatient anti-hyperglycemic agents are discontinued.

b.   Request order from MD/DO/NP for insulin lispro low, medium or high correction 

sliding scale order set that fits patient’s outpatient sliding scale order if patient has 

been on rapid acting insulin sliding scale.

2. Request order to continue rapid acting insulin lispro scheduled dose with meals for 

patients that have a set number of units ordered with each meal prior to 

admission.

*low, medium and high dose insulin lispro correction sliding scale ranges as per hospital 

standard diabetic order set

180 or greater x2 on 

low dose insulin lispro 

correction scale 

1. RN to discontinue insulin lispro low dose correction scale. 

2. RN to initiate insulin lispro medium dose correction scale. 

180 or greater x 2 on 

medium dose insulin 

lispro correction scale

1. RN to discontinue insulin lispro medium dose correction scale. 

2. RN to initiate high dose insulin lispro sliding scale. 

180 or greater x2 on 

high dose insulin 

lispro sliding scale

1. Continue insulin lispro high dose correction scale. 

2. a. Notify MD/DO/NP and request order for scheduled dose of insulin lispro 0.05 

units/kg/meal (0.05 units lispro x weight in kg) for patient that does not have already 

an order for scheduled dose of rapid acting insulin lispro with meals in addition to 

sliding scale.

b. For patients with ordered scheduled dose of rapid acting insulin with meals, 

request order from MD/DO/NP to advance scheduled dose of insulin by 2 units. 

400 and greater 1. Administer insulin per current sliding scale order and notify MD/DO/NP for further 

orders and recommend endocrinology consult.

Conclusion

• Persistent hyperglycemia is a preventable clinical problem that complicates one’s recovery 
from illness

• Healthcare providers in collaboration with the entire nursing team can improve inpatient 
glycemic control through a nurse-driven inpatient glycemic protocol and through regular 
education and training on glycemic management.

Methodology

• Research findings were reviewed using primarily the electronic database EBSCO.

• Search terms included hyperglycemia and morbidity, inpatient hyperglycemia, glycemic 
management, glycemic control, nursing hyperglycemic protocol, diabetic inpatient 
management, improving glycemic control in the inpatient setting. 

• Limiters included adult patients, full text, peer reviewed, English language, 2009-2019.

Nurse-Driven Inpatient Glycemic Protocol


